death, n = 6; myocardial infarction, n = 6; coronary artery bypass grafting (CABG), n = 14; percutaneous transluminal coronary angioplasty (PTCA), n = 2; unstable angina, n = 3) compared with three of 13 patients without ischaemia (unstable angina n = 2; PTCA, n = 1). The overall event rate in this selected group of treated patients with stable angina was 61 % at less than two years.
The above reports10-'2 of 249 patients suggest that the presence of asymptomatic ischaemia is detrimental. It is surprising, however, that such high event rates were recorded over short follow up periods in "stable angina patients on therapy", even allowing for the selection of the patients, when it is known that the overall outlook for patients with stable angina is good. ' Exercise testing clearly identifies those more likely to have such changes during daily activities, and seems to be considerably more sensitive in detecting ischaemia. Combining data from these studies showed that ambulatory monitoring increased the sensitivity of exercise testing for the detection of ischaemia by only 2% (from 55% to 57%). This confirms the recent findings of Klein et al, who while suggesting that evidence of ischaemia during ambulatory monitoring was associated with a greater area of ischaemic myocardium, reported that only 33% of patients with exercise-induced ischaemia (single photon emission computed tomography with thallium) had ischaemia during ambulatory monitoring. 20 It has been suggested that the documentation of ischaemia during daily life might indicate the need for more aggressive diagnostic and therapeutic approaches. The results of six of the studies we reviewed suggest that such a recommendation may be inappropriate. 12 
